Background: Rituximab (Rtx), a novel biological, having B cell depletion mechanism is an anti-CD 20 antibody and is found to be useful in patients of ANCA associated vasculitis. In AAV the disease activity correlates with increased circulating B cells. Rituximab has been found to be useful in depleting these B cells. According to the RAVE study, Rituximab was shown to be non-inferior to Cyclophosphamide in inducing remission. It also showed that the regimen (Rtx) may be superior to the standard regimen of Cyclophosphamide and glucocorticoids for remission induction in severe relapsing ANCA-associated vasculitis. In our study, B cell therapy was given in those patients only who had persistent disease activity or relapse. Objectives: To assess response of Rtx in relapsed /refractory cases of AAV and show that it is a good therapeutic stratergy in such cases. Methods: In our cohort there were 49 patients of ANCA associated vasculitis, diagnosed by clinical and serological criteria, (by both ELISA and IFA) classified according to ACR criteria and supported, wherever possible, by biopsy. In this prospective study, patients were seen during
Background: It is often difficult to classify small vessel vasculitis, especially AAV, as Granulomatosis polyangitis [GPA] Background: Takayasu arteritis (TAK) is a large vessel vasculitis involving the aorta and its major branches in patients younger than 40 years. Glucocorticoids (GCs) are the mainstay of treatment for TAK, but relapses and GC dependence are seen in more than two-thirds of patients. Increasing evidence supports a role for B cells in the pathogenesis of TAK. Circulating plasmablasts and memory B cells are increased, while naive B cells are decreased in patients with active TAK as compared with inactive and control patients [1] . These findings suggest a potential role for B cell depleting therapy in TAK. Objectives: Our aim was to assess the efficacy and safety of Rituximab (RTX) in a series of 7 patients with TAK.
Methods:
We conducted an open-label study on 7 TAK patients (5 followed prospectively, 2 retrospective cases) treated with RTX. All patients satisfied the American college of Rheumatology classification criteria for TAK. Six of the 7 patients had a disease refractory to high dose GCs and conventional immunosuppressive (IS) and/or biologic agents. One newly diagnosed, treatment naïve TAK patient refused GCs and received RTX alone. RTX was administered according to rheumatoid arthritis scheme (2 infusions of 1.000 mg, 15 days apart). Clinical evaluation, laboratory tests (full blood count, ESR, CRP) and imaging modalities (CTA or MRA, and PET/CT) were performed at first RTX administration and every 6 months thereafter. Disease activity was assessed using Kerr index. Radiographic disease progression was defined as new or worsening lesions at follow-up CTA or MRA. PET/CT was considered positive for active disease if two or more large vessels showed grade 2 FDG uptake or higher. Results: Seven patients (6 females) were included in the study. Mean (SD) age was 32.4 (±16.1) years. At first RTX administration, all patients had active disease
